We read with interest the evidence-based recommendations for the use of prolonged corticosteroids in early moderate to severe acute respiratory distress syndrome (ARDS) published in Critical Care Medicine by the Corticosteroid Guideline Task Force of SCCM and ESICM [1] . Whether corticosteroids have to be administered in adult patients with ARDS remains a matter of debate. Based on nine randomized controlled trials (RCTs), including eight RCTs selected in the meta-analysis of Meduri et al. [2] and one additional recent RCT [3], the task force found that the use of prolonged corticosteroids in early ARDS has a beneficial effect on inhospital mortality (RR 0.64, 95% CI 0.46 to 0.89) [1] . However, several caveats and limitations must be pointed out.
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We read with interest the evidence-based recommendations for the use of prolonged corticosteroids in early moderate to severe acute respiratory distress syndrome (ARDS) published in Critical Care Medicine by the Corticosteroid Guideline Task Force of SCCM and ESICM [1] . Whether corticosteroids have to be administered in adult patients with ARDS remains a matter of debate. Based on nine randomized controlled trials (RCTs), including eight RCTs selected in the meta-analysis of Meduri et al. [2] and one additional recent RCT [3] , the task force found that the use of prolonged corticosteroids in early ARDS has a beneficial effect on inhospital mortality (RR 0.64, 95% CI 0.46 to 0.89) [1] . However, several caveats and limitations must be pointed out. First, two trials from the meta-analysis (Rezk 2013, Sabry 2011), which were not found in the Medline/ PubMed database, are at high risk of bias (especially concerning the blinding of participants and staff ), and two others (Confalonieri 2005, Liu 2012), which show impressive results, are questionable [2] . Indeed, in the Confalonieri study, delayed septic shock was far more often observed in the placebo group (52%) than in the hydrocortisone group (0%). It is unlikely that such a difference can be attributed to a beneficial effect of hydrocortisone in light of the results of the HYPRESS multicenter trial that showed that hydrocortisone did not prevent progression from severe sepsis to septic shock [1, 4] . In the Liu study, there was a major attrition bias since the placebo group showed markedly significant higher baseline arterial lactate concentrations.
As a result, Ruan et al.'s meta-analysis, which did not include these four small trials, found that corticosteroids in ARDS did not improve longer-term outcomes and even more could be harmful in certain subgroups, such as influenza-related ARDS [5] .
In addition, corticosteroids did not seem to have significant side effects other than hyperglycemia. However, it can be speculated that the rate of side effects should be higher in a real-life population of ARDS, as patients with immunodepression, uncontrolled diabetes or at high risk of side effects were not included in these trials.
Considering all these points, we believe that the recommendations of the task force for adjunctive corticosteroids in ARDS are based on insufficient evidence, and at least should be limited to the subset of patients who could have been included in the supportive trials. It thus seems rather prudent to wait for the results of the ongoing multicentric trials evaluating this strategy.
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